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This paper examines the delivery of basic health services to the poor in Bangladesh from the perspective of human rights. The right to health is a fundamental human right, as recognised by the international human rights law. The government of Bangladesh has committed itself to implementing this right (along with many other rights) by ratifying the Treaty on Economic, Social and Cultural Rights. This commitment has been reinforced by Bangladesh’s participation in various other international Declarations, including especially the 1986 Declaration of the Right to Development. These commitments entail that the policies and programmes adopted by the government of Bangladesh ought to conform to and be guided by the principles of international human rights. By the same token, evaluation of government policies should also be concerned with whether they have been consistent with the human rights framework. The present paper attempts such an evaluation in the specific context of delivering basic health services to the poor.

The salient features of the human rights approach to development are spelled out in Section II. This discussion suggests several criteria that can be used to evaluate development policies – in particular, policies in the health sector – from the human rights perspective. These criteria are then used in section III to examine the experience of health service delivery in Bangladesh. Section IV offers some concluding remarks.


II. Salient Characteristics of the Human Rights Approach to Development

In order to evaluate any policy from the human rights perspective, it is first necessary to appreciate what exactly is demanded by the human rights norms as laid out in various treaties and conventions. These norms do essentially two things – first, they set some goals that are to be achieved and secondly, they specify certain conditions on how to go about realising those goals. 

The human rights approach thus has a bearing on both the objectives of development policy and the processes to be followed for achieving those objectives. These objectives and processes together define the characteristics of the human rights approach to development. It is analytically convenient to classify these characteristics into three categories: (a) those that would help determine the content of policies, (b) those that must be present in the process of policy formulation, and (c) those that would guide the monitoring of policy implementation.​[2]​


II.1 Characteristics of the contents of policies under the human rights approach

The contents of policies refer to the goals and targets that are set by the State, the resources that are committed for the realisation of those targets, and the methods that are adopted to achieve them. Setting targets and committing resources for them will necessarily involve trade-offs and value judgements. For a policy regime to be consistent with the human rights approach, these value judgements must be shaped by the human rights norms. This has several implications for the characteristics of policy contents.

First, the goals and targets set by the State must conform to those set by various human rights instruments and elaborated by the relevant Treaty Bodies. In particular, the State must ensure immediate fulfilment of a set of minimum targets with respect to the rights to food, health, and education that have been identified as ‘core obligations’ of the State.

Second, policies must take cognisance of people’s rights to equality and non-discrimination, which are among the most fundamental tenets of international human rights law. This condition implies that development cannot be concerned simply with aggregate improvement in the living conditions of a country’s population. Special consideration must be given to those who fail to share in aggregate improvement owing to explicit or implicit discrimination.

The third set of characteristics relates to possible trade-offs among rights. The human rights approach recognises that the existence of resource constraint might entail inevitable trade-offs among alternative rights, because all rights cannot be fulfilled at the same time. However, it does impose certain conditions on the nature and scope of trade-offs. Thus, the principle of non-retrogression of rights demands that no right can be deliberately allowed to suffer an absolute decline in its level of realization. This condition implies that while allocating more resources to the rights that have been accorded priority at any given point in time, care must be taken to ensure that the rest of the rights maintain at least their initial level of realization. Moreover, any trade-offs must be agreed upon by the society at large through a participatory process.​[3]​

Finally, the human rights approach demands that the contents of policies must be guided not only by possible trade-offs among rights but also by possible complementarities among them. Complementarity may arise from the fact that the realisation of certain rights (e.g. the right to health) may be facilitated by simultaneous fulfilment of some other right (e.g., the right to education). For this reason, it is important to adopt an integrated approach towards the realisation of various rights within a single comprehensive plan of action – taking note of both trade-offs and complementarities – rather than deal with each right separately. 


II.2 Characteristics of the human rights process of policy formulation

The human rights approach to development demands that the process of policy formulation must satisfy two important sets of characteristics, relating to (a) participation by stake-holders, and (b) progressive realisation of rights.

One of the most important characteristic features of the human rights approach to policy formulation is that it should be participatory in nature. In particular, the population groups that are affected directly or indirectly by a particular policy should have in effective role in the process of policy formulation. Active and informed participation of stake-holders at all stages of formulation, implementation, and monitoring of a development strategy is not only consistent with but also demanded by the human rights approach because the international human rights framework affirms the rights of individuals to take part in the conduct of public affairs.

For genuine participation to be possible, however, some preconditions must be met and certain other rights must be fulfilled. The essential precondition is that the ordinary people must be empowered to claim their rights and to participate effectively in the decision-making process. The process of empowerment can itself be quite complex and time-consuming because of the deep-rooted nature of the asymmetries of power that exist in most societies. Sympathetic agents, such as civil society organisations, may have to invest in years of conscientisation and other grass-root level activities so as to help achieve empowerment for the disadvantaged groups. For this to be possible, however, the State must create an enabling environment in which civil society organisations can flourish. 

The creation of such an enabling environment is in turn contingent on the fulfilment of a range of civil and political rights. These include the right to information, the right to freedom of expression, the right of association, and the right of equal access to justice. Since without the fulfilment of these rights empowerment is not possible and since without empowerment effective participation is not possible, taking measures to fulfil these rights is also a characteristic feature of the human rights approach to development.

The second set of characteristics relevant at the stage of policy formulation relates to the notion of progressive realisation of rights. The discourse on human rights recognises that in view of resource constraints it may not be possible to fulfil many rights immediately – these may have to be fulfilled over a period of time in a progressive manner. While the idea of progressive achievement is common to all approaches to policy-making, the distinctiveness of the human rights approach is that it imposes certain conditions on the behaviour of the State so that progressive realization cannot be used by the State as an excuse for deferring or relaxing its efforts. 

First, the State must take immediate action to fulfil any rights that are not seriously dependent on resource availability and to prioritize its fiscal operations so that resources can be diverted from relatively non-essential uses to those that are essential for the fulfilment of rights. Second, to the extent that fulfilment of certain rights will have to be deferred because of resource constraints, the State must develop, in a participatory manner, a time-bound plan of action for achieving the speediest possible progressive realization. Third, institutions will have to be developed that will make it possible to hold the State to account if the monitoring process reveals less than full commitment on the part of the State to help realize the targets it has set.​[4]​


II.3 Characteristics of the human rights approach towards monitoring of policy implementation

Monitoring and evaluation of performance is a necessary part of any kind of development strategy, whether rights-based or otherwise. But the characteristic feature of the human rights approach is that it emphasises the notion of accountability in a way that traditional approaches do not. 

The very notion of rights implies the notion of duties or obligations. But a duty can only be meaningful if the duty-bearer can be held accountable for failing to perform its duty. The need to ensure accountability is, therefore, centrally important for the human rights approach to development. The emphasis on accountability in turn entails that the process of monitoring of policy implementation must possess a number of characteristics.

First, there must exist mechanisms through which the culpability of the State can be ascertained in case of failure to adopt and implement appropriate policies and sanctions can be imposed if it is indeed found culpable. These accountability mechanisms can be of various kinds – judicial, administrative, community-based and so on. 

Second, accountability procedures must be participatory in nature so that citizens, especially those directly affected by policies, are able to hold the State accountable for its actions.

Third, by signing various treaties, the State has agreed to make itself accountable to different treaty bodies, thereby subjecting itself to some form of external accountability. These procedures set up by the treaty bodies to ensure such accountability must be adhered to.


III. A Rights-Based Evaluation of Health Services in Bangladesh

The preceding discussion suggests a number of criteria with which to evaluate any development policy from the human rights perspectives: (a) whether the content of policies are consistent with the principles of human rights, (b) whether the conditions of progressive realisation of rights are being met, (c) whether the formulation and implementation of policies are sufficiently participatory in nature, and (d) whether or not adequate accountability mechanisms exist. In this section, the delivery of health services in Bangladesh is examined in the light of these criteria.

III.1 The Content of Policies

In order to evaluate whether the contents of health sector policies in Bangladesh conform to the requirements of human rights, it is necessary to understand the nature of obligations that have been incurred by the State with regard to the right to health. The nature of these obligations would dictate the contents of policies that are consistent with human rights. Since, however, the nature of obligations depends on the nature of the right, it is first necessary to delineate the content of the right to health as agreed in the instruments of international human rights law.​[5]​

The first point to note is that the right to health is not to be understood as the right to be healthy, because the State cannot guarantee protection against every possible cause of ill health. Rather, it refers to the right to the enjoyment of a variety of facilities, goods, services and conditions necessary for the realisation of the highest attainable standard of health. The right includes both right to health care and right to the underlying determinants of health, including access to potable water, adequate and safe food, adequate sanitation and housing, healthy occupational and environmental conditions, and access to health-related information and education. 

The right to health contains both freedoms and entitlements. The freedoms include the right to control one’s body, including reproductive health, and the right to be free from interference, such as freedom from torture and non-consensual medical treatment. The entitlements include a system of healthcare and protection that is available, accessible, acceptable, and of good quality. Thus, the right to health implies that functioning public health and healthcare facilities – including goods and services – are available in sufficient quantity within a state. It also means that they are accessible to everyone without discrimination. Accessibility has a number of dimensions, including physical and economic accessibility. Economic accessibility means that health facilities must be affordable for all. Further, all facilities, goods and services must be acceptable, i.e. respectful of medical ethics and culturally appropriate, and of good quality. It is the obligation of the state is to ensure that healthcare facilities and the underlying determinants of health meet these criteria.






In recent years, Bangladesh has made considerable progress in expanding healthcare facilities in the country. Over the last two decades, the number of hospitals has increased by two and a half times and the number of hospital beds almost doubled. The availability of these facilities per person has improved as a result. Thus between 1980 and 2000, the number of hospitals available for a million people increased from six to ten; and the availability of hospital beds improved from one bed for roughly 4000 people to one bed for 3000 people. 

Along with the expansion of physical facilities, the availability of qualified health personnel has also improved. Over the same two decades, the number of doctors relative to population has increased two and a half times – from 105 to 241 per million people. At the same time, the number of registered nurses relative to population has increased almost four-fold – from 34 per to 136 million people. 

These statistics refer to the whole of the health care sector, not just the government sector. A significant structural change has occurred over the recent period in the health sector as the private sector has come to play an increasing role. Thus, whereas in 1980 the hospital system consisted of 510 government facilities and only 39 private ones, by 1998 the number of private hospital/clinics shot up to 626 while that of public sector hospitals rose to just 647. 






Ensuring adequate availability of health services is necessary but not sufficient for realising people’s right to health. The services must be accessible to those who need them the most. This means that the services must be affordable for the poor and provided to everyone without discrimination. Accessibility needs to be assessed in two dimensions – physical and economic. 

In recent years, Bangladesh has made considerable progress in expanding healthcare facilities in the country. The whole country came under the Primary Health Care (PHC) services in 1990 with the explicit goal of building one union sub-centre (USC) or health and family welfare centre (HFWC) in every union, one health complex in every thana (397); and one general hospital or tertiary facility in every district (59). By 1995, 92 per cent of the unions were reported to have public sector healthcare facilities of one kind or another and 95 per cent of all rural thanas (upazillas) had a Thana Health Complex. Accelerated growth of the private sector has further contributed towards expanding the facilities.

These developments have clearly improved physical accessibility of healthcare facilities to the poor. A recent nation-wide household survey shows that average distance of a satellite clinic for rural households has decreased from 9.9 to 8.0 km between 1995-96 and 2000. During the same period, accessibility of private health care also improved significantly. Despite all the improvements, rural residents continue to be relatively disadvantaged, as they seem to travel and wait 1.5 times longer than their urban counterparts (World Bank 2002b). However, there is no doubt that for both rural and urban residents, physical accessibility has improved in absolute terms. This has been particularly beneficial for the poor, as there is some evidence to suggest that proximity to a Thana health complex reduces child malnutrition more among the poorer households. Thus, having a health complex within 5 km of residence reduced the prevalence of underweight children from 63 per cent to 58 per cent for the bottom quintile of the population, as against a decline from 54 to 52 per cent for an average household. Results are similar for private health centres.

A major problem, however, is that many of the health facility centres remain non-functional owing to the lack of adequate personnel, medicine and equipment. For example, a survey of 16 Thana Health Complexes has found almost half of the outreach centres to be non-functional and the majority of the health facilities to be without personnel and/or supplies. If these centres worked really well, then there would be on average 1.5 functioning outreach centres per village and one health complex per 16 villages. The reality is far worse than that.

Turning now to economic accessibility, the relevant issue is what has been done to make the basic health services more affordable to the poor. In theory, various alternative methods can be adopted to increase affordability – for instance, distributing health vouchers to the poor, creating an affordable health insurance system, or providing free or subsidised services at the point of delivery. It is the last approach that has primarily been used in Bangladesh. It is, therefore, important to analyse the distribution of health subsidy across income groups. 

Recently, World Bank (2002b) has estimated the distribution of health subsidy by combining district-level disaggregated data on health expenditure obtained from the Ministry of Health and Family Welfare with utilization episodes from the Household Income and Expenditure Survey of 2000. The analysis shows that the poor received 45 per cent of all health subsidies, while their population share was 50 per cent and their share of total income was 26 per cent (Table 1). These subsidies accounted for 1.45 per cent of total expenditure by the poor and 0.78 per cent for the non-poor. These results suggest that

	The richer half of the population received a larger share of the subsidies; they enjoyed higher subsidy per capita.

	But the poor received proportionately more in relation to their income, i.e. the subsidies amounted to a higher share of income for the poor compared to the non-poor.

Thus, the government's overall health expenditures were not pro-poor per se, but only weakly pro-poor in the sense that these expenditures were more equitably distributed compared to the distribution of household income or expenditure in the economy. In other words, public health spending helps to reduce the overall inequality in the economy, although it is itself skewed against the poorer households. 







Distribution of Expenditure on Health in Bangladesh: 2000







   Family planning and   control of curative diseases	18	18	19	19	24	46	54
  Curative care	11	21	22	18	28	42	58
  Maternal health	20	13	20	18	29	44	56
  Child health	23	21	19	18	18	54	46

Source: World Bank (2002a), p.55.

By contrast, the disparity in rural areas is quite negligible. The poorest and richest quintiles receive roughly the same proportion of subsidies, it is only the middle group (3rd quintile) that receives a somewhat higher share. The poor do badly in terms of curative care, but this is compensated by child health, so that overall there is hardly any difference between the poor and the rich in terms of per capita subsidy. It is, therefore, the urban disparity that leads to unequal distribution of per capita subsidy at the national level.

Among all the different categories of public health expenditure, child health expenditure (curative and preventive combined) is the most pro-poor – 54 per cent of all subsidies went to the poorer half of the population. This is in fact the only category for which per capita subsidy is higher for the poor, even in the urban areas. The amount of subsidy per capita is the highest for the poorest quintile and declines monotonically for richer quintiles. 

This does not necessarily imply, however, that the poor receive higher subsidy per child. Since the poor happen to have more children per household, implying a higher children-to-adult ratio, higher subsidy per capita is perfectly consistent with equal subsidy per child (or even a slightly lower subsidy for a poor child). Of course, even if the poor child receives the same subsidy as the rich ones, this is no mean achievement in a country where the richer segment is known to capture the lion’s share of most subsidies. This equality has been achieved mainly through rapid expansion of immunisation services by the government in the last two decades. As it happens, government is the main provider of immunization services in Bangladesh, accounting for over 90 per cent of all immunisations. As a result of this near complete coverage, there is no longer any difference in the access of the poor and the non-poor – as measured by whether a child has received at least one major vaccine. However, there is still some difference in terms of whether a child has received all the major vaccines.  The proportion of children receiving all vaccines (as of the year 2000) was found to be 69 per cent for the non-poor and 64 for the non-poor. The difference is especially sharp in urban areas – 81 per cent for the non-poor and only 65 per cent for the poor. 

The only other service to which the poor have at least equal access is ante-natal maternity care. In the year 2000, as many as 90 per cent of pregnant women from poor households attended government ante-natal facilities at least once, whereas only 79 per cent of the non-poor did so. The difference is especially stark in urban areas – 88 per cent among the poor as against 65 per cent among the rich. This difference reflects the fact that the rich avail themselves of the more expensive, but presumably also more reliable, private facilities. 

On the whole, disparities in access to health care services still separate the poor from the non-poor, which indicates that affordability still remains a major concern. A clear evidence of this is provided by the Household Income and Expenditure Survey of 2000, which shows that even though the proportion of people who reported being sick was not all that different between the poor and the non-poor (about one-fifth of each group), there was a significant difference between them when it came to seeking medical care in times of sickness. Among the non-poor, 83 per cent of the sick people sought medical care, while among the non-poor only 72 per cent did so. The difference is sharper for children. Among the poor children, only 67 per cent sought medical care when fallen sick, while among the non-poor 83 per cent did so.

Another manifestation of the affordability problem is that the poor people seem to receive care of poorer quality, and one of the main reasons for this lies in the private practice of government doctors, which the poor people cannot afford to access. A recent survey has shown that the difference between the poor and the non-poor in terms of access to health service providers is not all that sharp in the case of formal and informal private practitioners, or NGOs, or government doctors working for government clinics and health complexes. The really big difference lies in visits to government doctors doing private practice – for the poor such visits account for only 10 per cent of total visits compared to 21 per cent for the rich. The other side of the coin is visit to pharmacies for direct acquisition of unprescribed medicine, which is 44 per cent for the poor and 33 per cent for the non-poor. These figures suggest that the poor receive less of good quality curative care than the rich, as measured by visits to qualified personnel.

A recent study has estimated that only 26 per cent of the poor have access to qualified healthcare personnel as against 38 per cent of the non-poor (WHO 2002). The access is especially unequal for some essential services. For instance, access to good quality antenatal care is about 27 per cent for the poor compared to almost 36 per cent for the non-poor. Similarly, around 9 per cent of poor women receive qualified birth attendance compared to 20 per cent of non-poor women. Significant differences between poor and non-poor children also exist in the coverage of the third dose of DPT vaccine and vitamin A.






The human rights approach emphasises not just that the quantity of service should be adequate, but also that the quality of service be good and that it is provided in a socially and culturally acceptable manner. Health services in Bangladesh fare very poorly on this score. The quality of public service is generally very low in the country, and health services are no exception in this regard. There is a litany of reports about the non-availability of doctors and medicine in government health facilities and of government doctors engaging in private practice by neglecting their official duties. 

One of declared objectives of the New National Health Policy of 1998 was to address these problems through a massive investment programme known as the Health and Population Sector Programme (HPSP). The Policy calls for a full-time doctor and nurse at each of the Health and Family Welfare Centres located at the union level throughout the country and for an adequate supply of essential medicines and equipment at these centres. In addition, one community clinic for each local population of 6000 persons was to be established, requiring the construction of 13,000 additional new facilities. Each of these sites was to be well stocked with an Essential Services Package (ESP) for ensuring primary health care and basic reproductive health services. 

The Policy seeks to improve the quality of care at government health centres through the development of standards and monitoring of service quality. In order to establish the credibility of government service, the Policy stipulates that physicians who remain standby for emergency services and for duties at night and weekends should receive a ‘non-practising’ allowance so that they will not need to engage in private practice.

Recent evaluations of the programme reveal, however, that not much has changed. An evaluation carried out in the year 2000 for the Ministry of Health and Family Welfare shows that government service still ranks the lowest among all types of service providers in terms of giving satisfaction to the users. For instance, the proportion of users satisfied with the overall service was found to be 62 per cent for government services as against 88 per cent for both qualified private practitioners and unqualified service providers (CIET 2001). 

Non-availability of medicines has been a major cause of poor quality of service. Only one in five persons using government health services was found to receive all the prescribed medicines. This was actually lower than the baseline situation observed in 1998, when one in three persons was found to have received all the prescribed medicine (CIET 1999). The big thrust of providing ESP through the community clinics has also failed to deliver. A recent small-scale survey of community clinics has found that after a generous initial supply of drugs there was no further supply for most of the clinics, which has rendered them non-functional (WHO 2002).

It is somewhat ironic that inadequate supply of essential drugs should be the bane of the healthcare system of a country that was only recently hailed around the world for pioneering a brave and imaginative drug policy. In the face of powerful opposition from the global pharmaceutical industry, the government of Bangladesh introduced a National Drug Policy in 1982 banning the production of inessential drugs, curtailing the monopoly of multinational firms, and imposing price control on essential drugs. In the course of a decade, a number of improvements became visible – e.g. the share of essential drugs in domestic production went up from 30 per cent to 80 per cent, the price of drugs increased by only 20 per cent while the overall price level went up by 180 per cent, and the proportion of sub-standard drugs declined from 36 per cent to just 9 per cent. Many details of the drug policy have been the subject of intensive debate over the years, which is understandable given the effect it has had on the profits of the multinationals. Although most of the criticisms levelled by the multinationals were self-serving in nature, at least some of them may have been justified (for instance, excessive price control). Nonetheless, the drug policy has been rightly hailed as a strong affirmation of the people’s right to health over the profit motive of the global pharmaceutical industry. There has been some retreat in recent years from the original radicalism of the drug policy, but many of the essential features still remain. It is especially unfortunate, therefore, that even in the backdrop of a highly enlightened drug policy, people’s right to health continues to be jeopardised by the lack of essential drugs in government facilities.

What makes for poor quality of service, however, is not just the lack of physical facilities such as medicines but also the behaviour of service providers. The first official evaluation of HPSP has found that whereas over 90 per cent of users of qualified private services as well as of unqualified practitioners were satisfied with the behaviour of service providers, only 66 per cent of users were satisfied with government service providers (CIET 2001). Moreover, bad behaviour seems to be especially serious when the users come from very poor households, who feel that government services discriminate against them and treat them with disrespect.

This aspect of quality of service also impinges on the acceptability of services, which is important from the perspective of human rights as well. The right to health entails not just that the people receive adequate healthcare but also that in the process of being served they must be treated with respect and dignity. Disrespectful behaviour on the part of service providers is as much a violation of rights as the absence of affordable healthcare.

The problem of acceptability arises in other ways as well. For instance, the HPSP baseline survey conducted in 1998 found that a third of the Thana Health Complexes (THC) did not have a separate room for consultation and examination, and in a third patients were not examined in private. The situation is even worse in the Union Health and Family Welfare Centres (UHFWC). Half of them did not have a separate consultation/examination room and two-thirds didn’t a screen around the examination couch. Such infringement on the privacy and dignity of patients is incompatible with the rights-based approach to providing health services, especially with regard to female patients in the prevailing cultural context of Bangladesh.

Yet another dimension of the acceptability problem relates to subjecting the patients to inappropriate treatment. This problem is especially acute in the unscrupulous use and prescription of drugs. A recent national household survey of the treatment of children with symptoms of acute respiratory infection and diarrhoea revealed that over 360 different types of drugs were used, including many drugs that had either no proven therapeutic or symptomatic benefit or were positively harmful. Many of the products were not even approved by the government and had been illegally imported or produced locally by unregistered producers (MOHFW and PIACT 1998). Such actions on the part of the health community constitute a serious violation of people’s right to health. 


III.2 Progressive realisation of rights

The preceding discussion on the availability of health services has demonstrated that while significant progress has been made in expanding physical and human facilities, total availability still remains woefully inadequate in relation to the needs of the people. This raises the question of whether the government has failed to discharge its duty regarding people’s right to health (in the dimension of availability of services). It is important to note, however, that from the perspective of rights inadequate availability per se does not suggest culpability on the part of the government in a situation of resource constraint. What matters is whether the government took seriously the idea of progressive realisation of rights by mobilising resources and allocating them to the fulfilment of rights in the best possible manner. This calls for an examination of the evolving pattern of public expenditure. 







Government Expenditure on Health and Education




% of Current Expenditure				
    Education	14.32	17.07	18.40	18.58
    Health & Population Planning	5.06	5.47	6.02	5.84
% of Development Expenditure				
    Education	3.78	5.23	8.58	12.13
    Health & Population Planning	5.63	6.46	7.57	8.57
% of Total Expenditure				
    Education	8.16	11.24	13.62	15.51
    Health & Population Planning	5.40	5.88	6.77	7.13







These tables reveal that the proportional allocation for education and health in the total budget of the government of Bangladesh has continuously increased steadily from the early 1980s. Thus, the combined share of these two sectors in total budgetary expenditure has gone up from 14 per cent to 23 per cent in the last two decades. The rise in the share of health (5 per cent to 7 per cent) has not been nearly as rapid as that of education (whose share doubled from 8 per cent to 16 per cent). Nevertheless, the fact that the share has risen at all in a period of structural adjustment programmes of the kind that has been associated with declining shares of basic services in many other parts of the world has to be seen in a positive light.







Government Expenditure on Health and Education





    Education	0.73	1.03	1.23	1.33
    Health & Population Planning	0.26	0.33	0.40	0.42
    All	5.06	6.08	6.70	7.17
Development Expenditure				
    Education	0.27	0.30	0.57	0.78
    Health & Population Planning	0.41	0.36	0.49	0.55
    All	7.22	5.74	6.48	6.44
Total Expenditure				
    Education	1.00	1.33	1.81	2.11
    Health & Population Planning	0.66	0.70	0.90	0.97
    All	12.28	11.82	13.18	13.61













Per capita Spending on Education and Health

















The human rights approach demands that this issue be addressed within a framework of comprehensive resource planning, in which the relevant choices and trade-offs involving all the human rights would be thrashed out through a genuinely participatory process. Through this process would emerge a clearly spelled out time-bound plan of action for achieving various rights within a specified time frame, setting out a series of final and intermediate targets. The time frame would be set with a view to achieving the rights as expeditiously as possible and all policies and resource allocations must be guided by the overriding objective of achieving the time-bound goals. 






The New National Health Policy of 1998 envisioned a participatory approach to caring for people’s health, at least at the local level. It called for decentralisation of services and participation of local population and local government institutions in policy development, financing and monitoring of health services. The locus of such participation was chosen at the lowest tier of government services, namely the new community clinics to be established under the Health and Population Sector Programme (HPSP).

A similar village-based participatory approach has yielded rich dividends in many parts of the world, including India where the Jamkhed experiment has become particularly well known. In Jamkhed, an area socio-economically similar to much of rural Bangladesh, local people were able to employ simple low-cost strategies for promoting health, nutrition and family planning, and in the process they were able to reduce infant mortality to only 18 out of 1000 live births (Arole and Arole 1994). In Bangladesh, the BRAC Shasthya Shebika model of village-based health care shares many of the characteristics of the Jamkhed approach and has proved to be highly successful. 

The concept of community clinics was supposed to have been a move in the same direction. According to the HPSP Guidelines, each community clinic was to be managed by a community group whose membership was to be drawn from all walks of life, including the poor and women. The group would be responsible for all aspects of running the clinic, starting from site selection. 

In principle, the participatory process envisioned by the project of Community Clinics is precisely the kind of approach demanded by the human rights norms. In practice, however, it would appear that the project has failed to live up to the expectations. A study of community clinics carried out for the World Health Organisation has come up with some disturbing findings (WHO 2002). 

By the middle of 2001, just about half the projected number of community clinics had become functional. More disturbingly, most of the clinics were not actually running along the expected participatory path. In fact, in many cases site selection and even the construction of the clinic was completed before the group was formed. Even in those cases where the group existed, there was very little role of the group and many members of the groups expressed disappointment with their clinics’ current status and pessimism about future prospects. 

The non-participatory nature of the whole process is also corroborated by the official evaluation of the HPSP carried out in 2000 (CIET 2001). A survey of households revealed that only one in ten respondents knew about a community clinic group active in their area. Among those who knew of a group’s existence, 85 per cent did not know anything about its activities and 10 per cent believed it did nothing. The lack of knowledge about the community groups was not confined only to the potential users; even many of the community based health workers were not fully aware of them. Almost a third of these workers confessed to knowing nothing about the groups or how they should function. That this lack of awareness reflects not just lack of knowledge but genuine absence of functioning community groups is confirmed by the fact that out of nearly 200 community based health workers interviewed only one reported working in a clinic that had a functioning community group.

When participation is so vestigial at the local level, it is no surprise that decisions at the national level would be taken in a most non-participatory manner. This is corroborated clearly by the experience with HPSP. One of the objectives of HPSP was to stop domestic visits by family planning workers and locate their services at the community clinic. Yet, the baseline survey conducted for the programme revealed during focus group discussions that this decision was not popular with the users. While, men’s focus groups were roughly equally divided on this issue, more than three quarters of women’s groups were against it (CIET 1999). There was, however, no mechanism for the users to influence the nature of decision making so as to make it conform to their preferences. 

Yet another feature of the HPSP was that it sought to unify health and family planning services, which had been running almost parallel to each other, even though they were under the same Ministry. The idea of unification was generally welcomed by the focus groups of both sexes. Yet there are indications that the government is preparing to go back to the old ways by dumping the idea of unification.






The preceding discussion has shown that the right to health is being violated in Bangladesh in multiple ways. Examples include the failure to bridge the gap between the rich and the poor in terms of accessibility to good quality healthcare, the failure to ensure meaningful participation of the people in designing and implementing healthcare systems, administering useless and harmful medicine to the children, disregarding the patients’ need for privacy at the time of medical consultation and examination, and subjecting the patients, especially the poor ones, to disrespectful behaviour. The government service providers are also known to extract unofficial fees from the patients. The baseline survey for HPSP reported that a fifth of the users made an extra (unofficial) payment to the workers when they visited rural government health facilities, and more than a fifth paid an unofficial registration fee. These payments have acquired an institutionalised character, as revealed by the fact that almost everyone has to pay – there is no difference in this regard between rich and poor, literate and illiterate, or male and female patients (CIET 1999).

There is currently no mechanism for seeking redress against these violations of the right to health nor for holding the violators to account. The New National Health Policy of 1998 envisioned the adoption of a Client Bill of Rights. Its objective was to raise awareness of the clients regarding their rights to high quality healthcare, which would ensure privacy, informed choice, safety and efficacy of care, and adherence to approved schedules. If implemented, this bill would have laid the foundations for setting up accountability mechanisms at the local level, but unfortunately no action was taken at the national level to implement it.

This leads to the question of accountability at the national level. The fact is that rights are being violated not just by the service providers at the local level, but also by national policy makers who do not care to take people’s views into account. They promised to implement the Client Bill of Rights, but didn’t bother to keep the promise. They decided to terminate home visits by family planning workers even though the majority of users are in favour of continuing this practice, and they are currently planning to reverse the unification of health and family planning services even though the users are generally in favour of unification. The human rights approach demands that appropriate accountability mechanisms must be put in place so that such violations cannot occur with impunity. 

Civil society has an important role to play here, by pressing for the creation of the institutions of accountability and by making the best possible use of whatever institutions happen to exist. An exemplary case of brave civil society action has centred around the innovative drug policy discussed earlier. As the government has retreated somewhat in the face of intense pressure from global multinational interests, a group of consumer organizations, health activists and a few journalists have been struggling to retain the benefits that the country has achieved through the drug policy. In fact, a public interest case was filed in 1995 against the Bangladesh government for violation of various provisions of the original drug policy. As it happens, not a great deal came out of this legal process, but at least a beginning was made to test the validity of the notion of the right to health in the court of law. This case also showed how vacuous the notion of accountability is in the context of Bangladesh.

Yet another example of poor accountability at the national level relates to the arsenic contamination of drinking water that has recently posed a serious health hazard in several parts of the country. In the 1980s, a massive programme of installation of tubewells was undertaken with the help of donor funding for providing safe drinking water to the rural population. The programme has been eminently successful in achieving its avowed objective. But it has recently transpired that in many locations the water coming out of the tubewells has been contaminated with arsenic, causing serious health concerns. The exact reason for the contamination is still being debated, nor is it clear exactly who is culpable for allowing this to happen. But the important point is that no accountability mechanism exists at present either to determine the locus of culpability, or to provide adequate redress to those affected by the problem.

The introduction of democratic politics over a decade ago has opened up new opportunities for setting up the monitoring and accountability procedures that are essential for the human rights approach to development. However, electoral democracy on its own is seldom enough to guarantee accountability, and so it has proved in Bangladesh. An extensive institutional framework needs to be developed – including a well-functioning parliament and parliamentary committees, semi-judicial institutions such as Human Rights Commission and Ombudsmen, and an effective system of decentralisation so that people directly affected by decisions at different levels of administration can hold the decision-makers into account. Bangladesh lags seriously behind in most aspects of these institutional developments. 






In many respects, Bangladesh has made great strides in the last couple of decades in improving the health of its people. Significant expansion of healthcare facilities has been accompanied by a massive immunization programme, vastly improved access to cleaner potable water, and enhanced food security. As a result, infant mortality has declined and life expectancy has increased at rates that far exceed what might have been expected from the record of growth in average income of the people. This has certainly gone a long way towards fuller realisation of the right to health in Bangladesh.

Despite the impressive record, however, many serious deficiencies still remain from the perspective of human rights, as the present paper has shown. Some of the major deficiencies include continuing disparity among the poor and the rich in terms of accessibility to basic health services, poor quality of services, socially unacceptable practices by service providers, minimal participation of the people in designing and implementing health service programmes, and almost complete lack of accountability at both local and national levels. Respect for people’s right to health demands that serious attention be given to addressing these concerns, which cannot be met simply by building more clinics and hospitals or employing more doctors and nurses. Major institutional and policy reforms will be required for this purpose.

An important consideration from the human rights perspectives is that realising the right to health is not simply a matter of health sector policies. For instance, the accountability issue that we have discussed goes far beyond the narrow sectoral concerns to encompass some of the fundamental institutions of the State – such as the parliament, judiciary, participatory governance at decentralised levels of administration, as well as civil society organisations. 

There is yet another reason why the human rights approach calls for transcending the narrow sectoral boundaries. This reason lies in possible complementarities among different kinds of rights. The existence of complementarities requires the adoption of a comprehensive multi-sectoral programme encompassing all the correlated rights. This is especially true in the context of the right to health. For example, there is plenty of evidence to show that the right to education is highly complementary to the right to health, as higher educational levels are associated with better health care, even after controlling for other factors that go with better education. This association is especially stark between mother’s education and children’s healthcare. For instance, a recent survey shows that while 70 per cent of children with diarrhoea received oral rehydration treatment (ORT), only 36 per cent received the correct dose, and that the children with literate mothers were more likely to be given the correct dose. (CIET 1999). The survey also found that the children most at risk of not receiving vitamin capsules or measles vaccine were not necessarily those from the poorest families, but from households in which the household head and the mother were illiterate.

Education is also related to women’s reproductive health. Thus the same survey found that women were most likely to attend clinics for antenatal care when the decision was taken jointly between the husband and wife, and that joint decision was mostly to be taken when both of them were literate. 

It can also be argued that women’s rights in general have far-reaching implications for the health of the nation as a whole. When women’s rights to food and health care compromised, the consequence falls not just on their own well-being. Undernourished mothers tend to give birth to low birth-weight babies. As they grow into adults, such babies are more likely to remain undernourished than normal babies if they all happen to live in impoverished conditions. If they happen to live in relative affluence in their adult lives, then they are more likely to suffer from cardiovascular diseases, hypertension and some form of cancers compared to other adults living in similar conditions but born as normal babies. Thus children born of undernourished mothers are at greater risk of ill-health regardless of whether they happen to live in impoverished conditions or affluent conditions in later life, although the nature of risks will be very different under the two conditions. 
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^3	  The importance of participation is discussed further below.
^4	  This last point is expanded further below.
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